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. EXECUTIVE SUMMARY




The Practice Guidelines Steering Committee provided the following charge to the Team:

The charge is to develop practice guidelines to screen for indicators of substance abuse,
developmental disabilities and emotional disturbance for children and youth. These guidelines
should be applicable for all service providers, independent of their specific expertise or area of work,
that can guide their assessment of children and youth to include broad indicators of deficits and/or
needs in the areas of substance abuse, developmental disabilities and emotional functioning as part
of a more in-depth assessment in a specific area.

The following should be included/considered:

1. Knowledge of the proposed system of care for children, youth and families to guide
implementation of the screening/assessment process within this system of care.

2. Review and recommend various methods of obtaining information (clinical interviews,
structured interviews, checklists, computerized assessments, collateral information). The
guidelines should be flexible to allow broad application in a variety of situations/settings.

3. Consider the timeframe for the screening within the broader assessment and need for

screening over different time periods of service.

Consider guidelines for follow-up based on identification of needs including timeframes

dependent upon the urgency of the need.

Consider need for the screening to be flexible to meet the needs of multiple payor sources.

Consider qualifications and training of staff that conduct the screenings.

Consider multiple cultural issues and the respective impact of each. In particular, due to

normal developmental issues for children and youth, consider if different guidelines are

needed for identified age groups.

8. Consider how to make the process consumer friendly. This is particularly true in guiding
how assessments across multiple divisions/providers can be more integrated.

N

NS O

The Screening and Writing Team spent time exploring the meaning of the term screening and the
utility of screenings. /t should be noted that the term screening for the purpose of the guidelines is in
relation to a clinical screening and not related to screening for eligibility for services. The Team
reviewed the literature and discussed the information at length based on clinical experience. Based
on this review and process of consensus building, the following are provided as recommended
guidelines.

PROCESS GUIDELINES

o Screenings are brief

o Screenings can be embedded within a related assessment

o Screenings should be developmentally appropriate particularly in the use of the screener’s
language and knowledge of developmental issues particularly pertaining to the manifestation of
symptoms, as well as the significant impact the environment has on a child/youth’s functioning

o Screenings should be on-going

o Screening is necessary but not sufficient for service planning

o Screening should include documentation of the outcome

o Screenings should be culturally sensitive and competent

o Screenings should take into account the need for other/multiple sources of information

o Although there are multiple formats that can be utilized, if a formal tool is utilized it should have

adequate psychometric properties



o Staff conducting screening as part of an assessment should be qualified as outlined by
professional and monitoring agencies as well as payor sources. Within the DMH, based on the
respective division’s criteria, at a minimum screeners should be a QMHP, QMRP or QSAC

CONTENT GUIDELINES

A. Psychiatric/Emotional - Areas to be assessed
o Poor Peer Relationships

Deterioration or Change in Adaptive/Regulatory Functioning

Negative Emotional State

Risk of Self-Harm

Risk of Harm to Others

Somatic Complaints

Delusions/Hallucinations

Deficit in Attention Span

Impulsivity

Explosive Behavior

Paranoid/Suspiciousnhess

Eating Habits/Body Image

O O O O O O O O O 0 O

If the child/youth has current thoughts of harm towards himself/herself or others, has access to the
means to harm themselves or others, and has no effective means for guaranteeing safety, an
emergency referral should be made to a private hospital for admission, or an administrative agent of
the Division of CPS or the Access Crisis Intervention (ACI) system for screening for need for
admission to a DMH psychiatric unit.

B. Developmental Disabilities
o s the youth receiving special education services?
o Is there a delay in achievement of developmental milestones?

For Children Ages 0 to 4

A persistent failure to initiate or respond in age appropriate manner to social interactions, such as:
o Absence of visual tracking

Absence of reciprocal play

Lack of vocal imitation or playfulness

Little or no spontaneity

Lack of or little curiosity and social interest

O
O
O
O

Having obtained no more than 50% of the developmental milestones regarding:
o Cognitive
o Speech language
o Self-help
o Physical
o Psychosocial
Indlicators for all ages
o Language delays
o Difficulty with abstract concepts (beyond what is typical for age)




Difficulty with fine and gross motor skills

Physical anomalies - atypical physical development

Maternal history of alcohol or drug use, particularly during pregnancy

Limitations in self care

Limitations in learning

Limitations in self-direction

Limitations in capacity for independent living related to age appropriateness
Limitations in mobility

Sub-average cognitive functioning accompanied by substantial limitations in adaptive
behavior that are expected to last indefinitely

O O O O O O O O O

C. Substance Abuse
1. The child/youth answers positively to at least one of the questions.
AND/OR
2. There are significant risk factors identified

Questions

Frequency/Quantity: How often and how much do you use alcohol... inhalants ... illegal
drugs...over the counter or prescription drugs?

Recency: When was the last time you were high or drunk?

Future Intent: Do you intend to use alcohol, inhalants or other illegal drugs in the future?

Impairment: Have you ever gotten into trouble because of your use of alcohol, inhalant, other
illegal drugs, over the counter medications, or prescription drugs?

Other’s perceptions: Has any one ever told you that they were concerned about your use of
alcohol, inhalants, other illegal drugs, over the counter medications or prescription drugs?

Additionally, the child/youth should be queried about tobacco use. If a child/youth admits to use
of tobacco, as a significant health concern, information should be provided related to health risks
and referral to a health care provider.

If a youth is currently intoxicated and is showing some of the following signs, an emergency
referral for medical evaluation or emergency detoxification should be considered.
The child/youth is unresponsive, agitated or combative
The child/youth has reported and is responding to hallucinations
The child/youth is or has recently had a seizure
The child/youth appears to have an increased heart rate and a significant change in
respiratory rate
The child/youth is reporting a severe headache, chest pain or abdominal pain
Loss of feeling in, or an inability to move, a body part
Nausea or vomiting for greater than 12 hours, or vomiting blood

Risk factors

Deterioration in functioning

Legal Involvement/Delinquency
Parents who abuse alcohol or drugs
Physical, sexual or psychological abuse
Dropped out of school

Teen pregnancy

O O O O O O



Lower income level

Crime and violence in neighborhood

Gang activity

Violent/aggressive behavior

Suicide attempts or other mental health problems identified

History of placements in foster homes, homeless shelters or running away

O O O O O O

D. Selection of Instruments

A specific screening tool was not identified that screened in all three areas, nor were there many
tools that the team felt met criteria for even one area. Although the team is not recommending any
one specific tool to be used in an area, the team in its review of screening tools was able to identify
some instruments that could be utilized to screen for one specific area. The criteria providers should
use to assess the qualities of a specific screening instrument are addressed as well as a brief list of
screening tools that met the cited qualities.

RECOMMENDATIONS

The team identified a number of issues that would have to be addressed for effective
implementation of a screening procedure for children and youth.

Development of a Common Screening Tool - As noted above, one tool was not identified that
effectively screened children/youth in all three areas of psychiatric/emotional disorders,
developmental delays, and substance abuse disorders. Included in the document are the
procedural and fiscal requirements if such a tool were to be developed specifically to meet this
need.

Implementation and Dissemination of Information - This should be given considerable thought
prior to moving forward. Issues to be addressed include but are not limited to those cited in the
document.

Capacity - Effective screening will increase the number of assessments that are required as well
as follow up services/supports. This will impact the available resources through the public
mental health system. If capacity issues are not addressed in conjunction with use of increased
and better screening mechanisms, it becomes an exercise in futility and frustration.

Training - Training is essential to the effective implementation of global screenings for children
and youth. Although minimum qualifications within a system are recommended, this does not
guarantee knowledge in other areas or knowledge of system issues. Three critical areas of
training include: cross-training on specific conditions, global training on developmental issues
and cross-training on system issues. Development of a manual is recommended to provide
continuity across agencies and time.
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A. DEFINING THE ISSUE

Practice Guidelines are parameters designed to improve the quality of care for a specific procedure
or population. These guidelines are typically achieved through informed consensus and rely on
empirical evidence when available. The Missouri Department of Mental Health has chosen to
develop Practice Guidelines in five areas:

Children’s Medications

Screening and Assessment

Co-Occurring Disorders: Developmental Disorders/Mental lliness
Co-Occurring Disorders: Mental lliness/Substance Abuse
Self-Determination/Recovery

O O O O O

This paper outlines the initial phase of work done by the Screening and Assessment Writing Team
(henceforth known as the Team).

The Team spent considerable time identifying the problems and limitations with screening and
assessments as currently practiced, as well as differentiating the two processes. Ideally, Practice
Guidelines should help alleviate some of the problems and reduce the limitations. The Team
identified the following issues:

High rates of co-morbidity

Specific issues related to children’s diagnoses (i.e., reliability)

Disparity between screening/assessment and philosophy of a system of care
Timeliness of screenings and/or assessments

Reliability of information obtained

Staff competencies to conduct screening/assessments

O O O O O O

Additionally, the Team felt it must carefully delineate the purposes of screening and assessments. It
would appear that the term “screening” has many meanings depending upon the context. In some
cases, screening is meant to determine eligibility for services. This can be based both on clinical and
non-clinical information. For example, it might be based on financial need, geographic location,
individual characteristics such as age, race, or military status, type of problem or severity of problem.

The process of clinical screening is deemed an “alerting” function. It is the first step in identifying
potential psychiatric/emotional, developmental or substance abuse problems, and would lead to a
decision to further assess or not. Screening is not meant to result in a diagnosis nor to provide
information for long-term treatment planning, but rather to alert the professional that further
assessment may be necessary. Also, it should inform the screener to whom a referral should be
made for further assessment. Screening, as used in this paper, references clinical screening to
determine whether there are indicators of the presence of a mental health
condition/disorder/problem. Based on the outcome, the screener may need to make a determination
to whom a referral should be made based on their knowledge of eligibility criteria. Eligibility is NOT
the focus of this paper, although it will be addressed briefly later.

Assessments are meant to provide a more in-depth and comprehensive examination and should
result in both a diagnostic conceptualization and an initial treatment/service plan. An assessment
should result in at least a provisional opinion as to the presence of a disorder/condition that requires
intervention. It should also guide implementation of the initial interventions.
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Screenings and assessments fall on a continuum depending on the who is conducting the
screening/assessment and the outcome of the screening or assessment. The Team developed the
following continuum on screening/assessment:

O
O

O
O

Public Awareness of crucial Behavioral Health warning signs or risk indicators

Community Screening used by natural community resources that may come into contact with
high risk or priority populations

Behavioral Health screening conducted by behavioral health staff to determine clinical need
and/or eligibility

General Assessments to aid in treatment/service planning

Specialized Assessments to focus on a specific issue/disorder/risk

The Team debated the impact of prioritizing development of practice guidelines at these critical
points. At the request of the Practice Guidelines Steering Committee, the Team agreed to focus on
behavioral health screenings conducted within the behavioral health field (third dotpoint above).
However, the Team recognized the critical importance and significant impact of educating the public
on risks and warning signs and assisting natural community systems that come into contact with the
identified population in identifying individuals who may be at risk. The Team supported the idea that
the Dept. of Mental Health, as the mental health authority for the state of Missouri, should address
these issues.

The Practice Guidelines Steering Committee provided the following charge to the Team:

The charge is to develop practice guidelines to screen for indicators of substance abuse,
developmental disabilities and emotional disturbance for children and youth. These
guidelines should be applicable for all service providers, independent of their specific
expertise or area of work, that can guide their assessment of children and youth to include
broad indicators of deficits and/or needs in the areas of substance abuse, developmental
disabilities and emotional functioning as part of a more in-depth assessment in a specific
area.

The following should be included/considered:

1. Knowledge of the proposed system of care for children, youth and families to guide
implementation of the screening/assessment process within this system of care.

2. Review and recommend various methods of obtaining information (clinical interviews,
structured interviews, checklists, computerized assessments, collateral information). The
guidelines should be flexible to allow broad application in a variely of situations/settings.

3. Consider the timeframe for the screening within the broader assessment and need for
screening over different time periods of service.

4. Consider guidelines for follow-up based on identification of needs including timeframes

dependent upon the urgency of the need.

Consider need for the screening to be flexible to meet the needs of multiple payer

sources.

Consider qualifications and training of staff that conduct the screenings.

Consider multiple cultural issues and the respective impact of each. In particular, due to

normal developmental issues for children and youth, consider if different guidelines are

needed for identified age groups.

NS O
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8. Consider how to make the process consumer friendly. This is particularly true in guiding
how assessments across multiple divisions/providers can be more integrated.

The Team then outlined the utility of clinical screening. Ford (1988) applied the World Health
Organization (WHO) criteria for evaluating the utility of general medical screening tests to psychiatric
screening procedures. Specifically these criteria are:

1. The condition must have a significant effect on the quality or quantity of life;

2. The incidence of the condition must be sufficient to justify the cost of screening;

3. The condition must have an asymptomatic period during which detection and treatment
significantly reduce morbidity or mortality;

4. Treatment in the asymptomatic phase must yield a therapeutic result superior to that

obtained by delayed treatment until symptoms appear;

Acceptable methods of treatment must be available:

Tests that are acceptable to patients must be available at reasonable cost to detect the

condition in the asymptomatic period.

oo

Based on diagnostic criteria for almost all disorders, it appears obvious that psychiatric,
developmental and substance abuse disorders have a significant impact on the quality of life. In the
Surgeon General’s Report on Children’s Mental Health, it is estimated that 11% of children in the
U.S. ages 9 to 17 have a diagnosable or addictive disorder associated with significant functional
impairment. This increases to 21% if the standard is minimal impairment. Five percent are felt to
have extreme impairment. As this translates to approximately 4 million children in the United States
with significant impairment, the prevalence and impact of such disorders supports the need for
effective and timely screening for psychiatric, substance abuse and developmental disorders.

Screening for mental illness/emotional disturbance, developmental delays and substance abuse
within the mental health system is also critical because of the high rate of co-morbidity across these
issues. For example, Kanwischer and Hundley (1990) found that 75% of the youth at a midwestern
public mental health hospital had an additional substance abuse disorder. Other studies have found
as high as 80% of individuals in substance abuse treatment have a lifetime rate of a co-occurring
mental disorder (Kessler et al, 1996; Ross et al, 1988; Mirin et al, 1988). Previously, the Department
of Mental Health did propose a common screening tool to be used to identify psychiatric and
substance abuse issues in adults (Appendix |) that was incorporated by some providers. The
Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition (APA, 1994) cites that
“‘individuals with Mental Retardation have a prevalence of comorbid mental disorders that is
estimated to be three to four times greater than in the general population”. Providing screenings for
other concerns during an assessment can also aid in providing differential diagnoses. For example,
is substance abuse masking an underlying depression? Additionally, due to high prevalence rates,
screening all youth for certain concerns has been presented as an appropriate health care response
(Elster &Kuznets, 1994; Glascoe, 1991). Unfortunately, current practice does not seem to typically
involve even minimal screening for co-morbid disorders (see Appendix Il).

As Ford (1988) points out “... in psychiatric diseases, it is difficult to know what asymptomatic means,
as there are currently no reliable laboratory or pathologic tests to confirm diagnoses. The presence
of the symptoms is the only way to make a diagnosis”. However Ford goes on to note identification
of known risk factors may be part of the “asymptomatic” stage with psychiatric disorders. Screening
youth for a co-morbid disorder during an assessment would be appropriate given the high
prevalence of co-occurring disorders. In the field of mental health, there is sufficient evidence that
prevention and early identification can have an impact on development or impact of a disorder. This

12



is particularly true for children and youth and for more serious disorders. Although valid arguments
can be made that there has not been enough research directed towards evidenced-based practice in
child and adolescent mental health services, there is a growing body of knowledge about what is
effective with children/youth (Hoagwood et al. 2001). The Team supported the direction of
resources to research designed to examine the efficacy of treatment in various community settings.

B. IMPACT OF SCREENING AND ASSESSMENT GUIDELINES ON A SYSTEM OF CARE
FOR CHILDREN, YOUTH AND FAMILIES

Early identification of mental health concerns has been shown to increase the probability for a
positive outcome and/or to limit the debilitating effects of a serious condition. This underlines the
need not only for effective screenings but the importance of educating the public on warning
signs/risk factors of mental and substance abuse disorders and developmental conditions. At the
request of the Department of Mental Health, the Team agreed to focus on development of common
content areas for screening children and youth. This would aid in the implementation of the System
of Care for Children, Youth and Families.

It is noted within the “System of Care for Children, Youth and Families” a DMH report, “A system of
care is a comprehensive array of mental health and other necessary services which are organized in
a coordinated way to meet the multiple and changing needs of children, youth and their families.
However, a system of care is more than an array of services, it is a philosophy about the way in
which children, youth and families receive services. Partnerships at all levels between families,
providers, communities, regions and the state are fundamental to an effective system of care”. This
paper goes on to state that ‘Many of the youth that present challenges to the community and our
systems are youth experiencing co-occurring disorders. These youth and their families may be
shuffled between agencies, often dropping out of services due to frustration and ‘lack of ownership’.
Within the Dept. of Mental Health, the model must direct the appropriate mechanisms for
youth/families to access services across Division lines and implementation of a single collaborative
plan for delivery of services”. Obviously to achieve this goal, the first step would be to identify those
youth who present with a co-occurring disorder. To this end it is stated that one of the primary
functions that should occur is “..an initial screen for psychiatric, developmental or substance abuse
problems/needs that may prompt the need for connection to other Department divisions for more in-
depth specific assessments”. This document and related protocols outline the specific steps for the
process of coordinating assessments and treatment. Therefore the focus of the Team was on the
content and general process of actually conducting the screenings.

Identification of specific syndromes/disorders in children and youth is particularly difficult due to the
impact of developmental issues. Children/youth are constantly changing as part of their normal
development. As noted in the Surgeon General’s report on mental health “diagnosis and diagnostic
classifications present a greater challenge with children than with adults”. It is noted that this is due
to several reasons:

“Children are often unable to verbalize thoughts and feelings..Children’s normal development
presents an ever-changing backdrop that complicates clinical presentation...Finally, the
criteria for diagnosing most mental disorders in children are derived from those for adult even
though relatively little research attention has been paid to the validity of these criteria in
children’.

As screening is the first step towards developing a diagnostic picture, these issues are equally
important. Since so many “diagnostic” symptoms may be “normal” behaviors in children, the

13



clinician must be cognizant of developmental issues and determine if the frequency or intensity of a
symptom in not congruent with normal development. However, since screening is designed only to
identify children/youth with “risk factors”, the process of referring on for a more thorough assessment
can allow for more accurate identification of syndromes/disorders. It was felt that in the balance
between over-identification and under-identification within the screening process, the former was the
preference.

To aid in providing a full continuum within a System of Care for Children, Youth and Families, a
focus on the screening of children and youth supports the concept of early identification. Early
identification of a youth with a substance abuse problem, rather than waiting until his/her third DWI
or losing a job as an adult or experiencing failed interpersonal relationships, decreases the cost to
the individual as well as to society. Although many serious mental illnesses do not fully manifest
until late adolescence or early adulthood, there can be indicators or precursors within childhood or
early adolescence. Research has shown that early intervention can reduce the long-term and often
devastating impact of such serious psychiatric disorders. The level of plasticity in youth also
increases the likelihood that interventions may be more effective and have a positive long-term
impact.

A review of the literature was conducted (see Appendix IIl) with the assistance of the Missouri
Institute of Mental Health Library. Key words to guide the initial search included “assessment” and
“epidemiological” combined with the three clinical areas of child mental health, developmental
disabilities and substance abuse. Due to the initial interest of the group and the focus on screening,
“behavioral health vital signs”, “public awareness campaigns” and “practice parameters” were also
key phrases provided in a search of the literature. Initial literature searches were forwarded to all
team members to identify those resources that were felt to be pertinent to the task. Once these
resources were identified, copies of the articles/chapters were obtained and sent to two to three
members of the Writing Team for review. ldeally, one specialist, one non-specialist (a “specialist”
was someone who practiced in the designated area of psychiatric, substance abuse or
developmental disabilities) and a consumer/parent were to review each article and provide feedback
to the Writing Team. Although practice parameters for the clinical assessment of specific disorders
in children and youth exists, very few studies have been reported on the screening of children/youth
for psychiatric or substance abuse disorder or developmental conditions. The Team therefore
reviewed the ‘diagnostic specific’ articles and attempted to pull out process issues related to
screening children and youth, as well as to identify general content areas to be included in an initial
screening tool.

Based on the above literature review, it was determined that identification of common content areas
in all threes areas (psychiatric, developmental and substance abuse) to use in screening children
and youth would currently have the most impact on the system. In this way, all children and youth
who come into contact with a provider in one area can be screened for needs related to the other two
areas. The process for coordinating assessments and service planning is being developed within a
protocol for the System of Care for Children, Youth and Families. Thus this paper provides the
guidelines for the process of screenings and content areas/indicators across the three areas.

14



lll. PRACTICE GUIDELINES
FOR SCREENING CHILDREN
AND YOUTH FOR
EMOTIONAL DISTURBANCE,
DEVELOPMENTAL DELAYS
AND/OR SUBSTANCE ABUSE
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A. PROCESS GUIDELINES

The following are guidelines for an effective screening process.

Screenings are brief - Screenings are the first step in a hierarchy of the assessment
process. Screenings are not meant to provide a diagnosis or to be used in development of
long-term service plans. Thus, screenings are only designed to determine if a more
complete assessment is needed. The costs of conducting the screening (both time and
convenience of the consumer and screener as well as financial considerations) should be
weighed against the benefits. Due to the limited goals of screening, a screening should be
able to be conducted in a brief amount of time with minimal fiscal or temporal costs.
(Bastiaens et al, 2000; Kanwischer, 2001; Kenny & Culbertson, 1993; Knight et al. 2002)

Screenings can be embedded within a related assessment - In the context of this document,
screenings are referred to as being conducted in two of three areas when the child/youth is
being fully assessed in the third area. The process of screening can occur as a separate
discrete process or as part of the initial and on-going assessment process within an area.
Consideration should be given to the overlapping indicators for children and youth with a
psychiatric, developmental or substance abuse disorder and redundancy should be
minimized. (Group consensus based on current practice)

Screenings should be developmentally appropriate - The population of children/youth
encompasses individuals from birth up to 18 years of age. Specific developmental issues
exist within this age range. Screenings should be appropriate to the age of the individual
being screened. (AACAP, 1997)

Language - Some of the issues related to language use and comprehension include but
are not limited to the following guidelines for the screener:

o Use simple words (do not assume because a child uses a word that the child
understands the meaning of the word)
Use one thought per question/statement
Validate youth’s understanding of temporal contexts (when an event occurred)
Use of concrete terms rather than abstract terms
Validate youth’s understanding of comparative or relational terms (before/after,
older/younger, bigger/smaller)
Limit use of clinical jargon
o Addressing issues of primary language (English as a second language)
(Walker, 1999)

O O O O

(0]

Manifestation of Clinical Symptoms - Research focusing on the etiology, prevention and
intervention of psychological disorders in children and youth has not received equal
attention to that of adult disorders (Fisher et al. 1999; Hoagwood et al, 2001; Kazdin,
1993; Surgeon General’s Report, 1999). Presuming diagnostic categories established for
adults generalize directly to children will lead to errors in decision-making. In conducting
a screening to identify potential symptoms of a psychiatric, developmental or substance
abuse disorder, unusual manifestation of symptoms in children and youth should be
considered. Some examples of these manifestations include:

o Presence of irritable mood in an affective disorder

o Shorter duration of irritability/depressed mood in diagnosis of Dysthymic Disorder

16



o Indiagnosis of Post Traumatic Stress Disorder:
e Distressing dreams may not have recognizable content for children
¢ Repetitive themes or aspects of trauma may be manifested as opposed to
recurrent or intrusive thoughts
e Expression of trauma through repetitive play
o Expression of impairment in an Autistic Disorder
o Expression of anxiety and/or fears in children
o Manifestation of delirium in children
(AACAP, 1997; Fisher et al, 1999; Hoagwood, et al., 2001, Report of the Surgeon
General, 1999; Roberts et al, 1989)

Impact of Environment and Development - Children and youth are more likely to be
impacted by their environment due to their limitations in control/influence over it and more
susceptible to both the positive and negative influences of the environment (Glascoe,
1991). These issues should be examined if and when potential problems are identified.
Additionally, impact of developmental transitions on a child/youth’s presentation of
symptoms must also be taken into account. (AACAP, 1997; Aylward, 1990; Fisher et al,
1999; Glascoe, 1991; Hoagwood et al, 2001; Knight et al, 2002; Sameroff, 1975)

Screeners should have some knowledge of normal developmental processes as well as
“Disorders First Usually Diagnosed in Infancy, Childhood or Adolescence” with the DSM-
V.

Screening should be ongoing - Children and youth continually present with emerging
developmental issues. Their response to environmental demands during development
constantly changes. Therefore, a child/youth should be screened at intervals for the
development of indicators of psychiatric, developmental and substance abuse disorders.

At times of stress, practitioners should be especially cognizant of emerging indicators. Such
times may include but not be limited to experiencing divorce or other losses, exposure to
domestic or other forms of violence, changes in school or living arrangements, involvement
with the juvenile justice/legal system, and/or experiencing a significant emotional or physical
trauma. Youth may also have a delayed onset of symptoms due to developmental issues.
For example a youth, sexually abused as an infant, may have an exacerbation of symptoms
upon achieving puberty. Additionally, when screening for developmental delays, specific
functions develop at different times. Therefore early screening of a three year old child, may
not identify a language delay, either because of limitations in language development or the
insensitivity of the screening instrument. If no further screening was done, it could be
assumed that no delays exist. However, if a child was screened again at the age of four
years, using the same screening tool, a language deficit might be identified.

In the preschool years screening should be done annually. After that, a screening might be
re-done when a youth experiences a stressor. The clinician should be cognizant of newly
developing symptoms and the efficacy of on-going interventions. (Glascoe, 1991;
Kanwischer, 2001; Kenny & Culbertson, 1993; Meisels & Wasik, 1990; Sameroff, 1975)

Screening is necessary but not sufficient for service planning - Although screening is the

first step in a hierarchy of assessment processes required for long-term service planning, it
is not sufficient to plan beyond the immediate needs of a child/youth. After conducting a
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screening, a child/youth determined to be at imminent risk for harm to self or others (or
presenting in a medical crisis), should be immediately referred for an emergency
assessment and/or crisis intervention. (Kanwischer, 2001; Kenny & Culbertson, 1993)

Screening includes documentation of outcome - The screening process should lead to an
initial conceptualization of the presence or absence of a psychiatric, developmental or
substance abuse disorder. (Ford, 1988 and Group Consensus) This conceptualization
should be documented along with action steps, if any, that were taken. Options for action
steps include, but are not limited to:

1. Screening is negative in all areas, no action needed at this time.

2. Screening is positive for potential “condition” outside of provider’s typical area of
service provision, further assessment is done by that provider and
services/supports for needs related to the condition are incorporated into the
provider’s service plan.

3. Screening results in a positive finding for a potential “condition”. Child/youth and
their guardian are assisted by initial provider in obtaining an assessment from a
private community provider who specializes in the “condition” and provides
follow up after the assessment in coordinating service planning.

4. Screening results in a positive finding for a “condition”. Child/youth and their
guardian are assisted by screening provider in obtaining an assessment from a
DMH provider that typically specializes in the “condition”, obtains necessary
consents to share information with that provider, participates in the assessment
process with the child/youth and family with that provider as resources permit,
and develops a coordinated service plan with the provider.

5. If a youth is referred for further assessment to a DMH provider or a non-DMH
provider, the screening provider should follow-up with the assessing provider
and/or child/youth and the parent/guardian to determine if a disorder/need was
identified. If the result of the assessment was “negative” and the assessing
provider will provide no further services, the screening provider should document
this.

Screenings are culturally sensitive and competent - In addition to being cognizant of the
youth’s developmental level in conducting the screening, the screener and process used for
screening should be cognizant and respectful of other cultural factors. This includes but is
not limited to gender, race, ethnicity, and living situation/location. The screening process
should allow flexibility in the formulation of questions that address cultural issues.
Additionally, results of the screening process should be reviewed in the context of cultural
issues. Screeners should always be cognizant of their own social biases and of the cultural
dimensions of the child’s life without application of stereotypes. If a specific screening tool
is utilized, in addition to acceptable psychometric properties, several normative populations
should be examined (AACAP, 1997; Fisher et al, 1999).

Sources of information - Due to the legal status of youth/minors, in most cases the legal
guardian will need to consent to the screening. Information from the primary caretaker
should be incorporated into the screening process whenever possible. This can be
accomplished through completion of a checklist or through an interview proce